PRINTED: 09/07/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING COMPLETED
445500 B. WING 09/05/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1406 MEDICAL CENTER DRIVE
AVILION-THS, LLC
& LEBANON, TN 37087
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)

|
‘ COMPLETION

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: OECK21 Facility ID: TN9507 If continuation sheet Page 5 of 5




PRINTED: 09/07/2017

FORM APPROVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - MAIN BUILDING COMPLETED
TN9507 B. WING 09/05/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1406 MEDICAL CENTER DRIVE
PAVILION-THS, LLC
LEBANON, TN 37087
x4y 1D | SUMMARY STATEMENT OF DEFICIENCIES ' D ' PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY) |
{
i |
N 002; 1200-8-6 No Deficiencies N 002 {
[ |
| This Rule is not met as evidenced by:
During the Fire Safety portion of the annual
licensure survey conducted on 09/05/2017, no
deficienices were cited under the Tennessee
' Department of Health, Board for Licensing health
| Care Facilities, Chapter 1200-08-06, Standard for t
Nursing Home. - ' [
|
. 5
| !
| i
! |
1 i
|
|
|
|
| |
: |
|
|
i
|
Division of Health Care Facilities
LAWR/SUPPUER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE,
« -
ﬁctﬁMw LS[rg*a,lro-( 122\

STATE Fﬁu u

6899

OECK21

RECELVED ot

0 %% w0

If continuation sheet 1 of 1



